Introduction
Coronary artery ectasia (CAE) was first described by Bourgon in 1812, but the term "Ectasia" was coined by Bjork in 1966.
1,2 Markis et al. proposed the following classification system for CAE. 3 Type I:
diffuse CAE involving two or more vessels ( Fig. 1 ), Type II: diffusely involving one vessel and localized ectasia involving another, Type III: diffusely involving one vessel only, Type IV: localized or segmental ectasia only. Optimal Percutaneous Coronary Intervention (PCI) of true ectatic segment is difficult. Coronary artery bypass grafting (CABG) is a good treatment option for obstructive CAE. 4 To our knowledge no prospective studies are available to compare the outcome of various management strategies and hence we conducted such study.
Methods
In this single centre prospective longitudinal observational study, all patients who underwent Coronary Angiogram (CAG) from January 2013 to December 2013 and showed CAE by quantitative coronary angiographic (QCA) analysis as per standard criteria were included. Those who underwent PCI or CABG previously were excluded. The management strategy (medical management, PCI or CABG), techniques and hardware were decided at physician discretion. The patients were followed up for 2 years for MACCE outcome. Statistical analysis was done using SPSS 17 software. Pearson chi square test was used to compare the outcome of various management strategies in each CAE type.
Results
A total of 2539 Coronary angiograms (CAG) were done during the period of study. The prevalence of CAE was 1.22% (N = 31). Baseline characteristics are shown in Table 1 . Only two of them (6.45%) were present as acute coronary syndrome, rests were presented as chronic stable angina. Trans radial access was used in 29% (N = 9) of coronary angiogram. LCA was engaged commonly with 64.6% Judkins left and RCA was engaged commonly with non torque right catheter in 38.7%. One patient had dilatation of ascending aorta along with LAD ectasia and underwent Bentall's procedure. Management plan for various types of CAE was shown in Table 2 . Procedural success was 100% in both PCI and CBAG groups. Transfemoral route was used for all the 5 cases of PCI. At the end of 2 years follow up there were no MAACE events in all the three groups. None of the patients developed contrast induced acute kidney injury.
Discussion
The prevalence of CAE was 1.22% in our study was comparable with the older studies. 5 The gender difference was partially attributed to the lower incidence of coronary artery disease in women. 5 There is strong negative association of smoking (67.7%) with CAE in our study. This may be because of negative remodeling of plaques in smokers. 61.3% had MI and LV dysfunction which indicates the need for aggressive management of CAE as most often it can present with MI. In this study non obstructive CAE was managed with optimal medical management alone where as obstructive lesions required revascularisation with either PCI or CABG. Even though the literature showed mortality benefit through trans radial intervention, in our study all the PCI were done through trans femoral route as per physician discretion. 6 There were no contrast induced acute kidney injury as only 6.25% of them presented as acute coronary syndrome. 7 The Limitations of this study are non randomization and low number of patients. 
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Conclusion
The obstructive CAE patients who underwent CABG or PCI did well at 2 years without MAACE. Non-obstructive CAE did well on medical management alone. 
